Medicine 448-71 2 Savino JA. Malabsorption secondary to Meckel's diverticulum. Am J Surg 1982;144:588-92 3 Mee AS, Burke M, Vallon AG, et al. Small bowel biopsy for malabsorption: Comparison of the diagnostic adequacy of endoscopic forceps and capsule biopsy specimens. Br Med J 1985;291:769-72 
Partial villous atrophy is associated with coeliac disease, giardiasis, Crohn's disease, small intestinal bacterial overgrowth, small bowel ischaemia, distant malignancy, severe skin disease and intestinal hyperacidity due to gastrinomas'. We report a case in whom the cause seems to have been a Meckel's diverticulum.
Case report
A previously fit 20-yearoQld man presented with a four month history of severe colicky right hypochondrial pain associated with anorexia, nausea and a 10 kg weight loss to 63.0 kg. Examination revealed anaemia and right hypochondrial tenderness. His haemoglobin was 8.3 g/dl with a mean corpuscular volume of 55 fl, a mean corpuscular haemoglobin of 16.7 pg, a mean corpuscular haemoglobin concentration of 30.2 gldl and a microcytic hypochromic blood film. The serum iron was less than 3.0 1£I1l01ll and the total iron binding capacity was 1011'molll confirming severe iron deficiency. The serum folate was 2.91'gll (normal 2.6-14) and the red cell folate 250~Il (normal 130-600) with a serum true cobalamin of 550 ng!l (normal 200-900). The serum albumin was 42 gIL. A gastroscopy was normal but eight biopsies from the second part of the duodenum showed uniform partial villous atrophy with villi of equal height to crypt depth, a lymphoplasmacytic infiltrate of the lamina propria and increased intraepitheliallymphocytes ( Figure 1 ). A barium enema was A clinical diagnosis of an obstructing lymphoma or Crohn's disease was made and a laparotomy performed. This revealed a 6 cm Meckel's diverticulum with small intestinal dilatation proximal to it. The ileal segment with the diverticulum was resected and an end to end ileo-ileal anastomosis performed. The fundus of the diverticulum contained body type gastric mucosa and there was a peptic ulcer at its opening. The patient made an uneventful recovery. Repeat duodenal biopsies three and a half months postoperatively showed a return to normality with villi of height two times crypt depth, no intraepithelial lymphocytes and a normal cellular infiltrate of the lamina propria ( Figure 2 ).
Discussion
To our knowledge, this is the first report of partial villous atrophy associated with a Meckel's diverticulum. The cause is uncertain but a possibility is small intestinal bacterial overgrowth due either to the subacute intestinal obstruction caused by the diverticular peptic ulcer or as a result of the Meckel's diverticulum producing a blind loop syndrome 2 • Duodenal biopsies are now used with increased frequency to establish the diagnosis of villous atrophy. They are easy to perform and cause less distress to the patient than traditional jejunal biopsies".
In this case we were misled by the partial villous atrophy and expected the obstruction was due to Crohn's disease or a tumour complicating coeliac disease 4 ,s. Partial villous atrophy can occur in many clinical situations and is not a diagnosis in itself. Further investigations are needed to make a diagnosis and usually include haematological, biochemical and radiological techniques. It is important to recognize that a potential cause of villous atrophy is a Meckel's diverticulum.
Local and allergic systemic reactions have been attributed to intravesical chemotherapy. We report a case of an acute abdomen caused by this form of therapy, and in light of this report suggest that in certain circumstances a cystogram should be performed prior to therapy.
Case report
A 75-year-old female presented with haematuria, and at cystoscopy a superficial moderately differentiated papillary transitional cell carcinoma was resected from a site near the right ureteric orifice. Check cystoscopy revealed multiple superficial recurrences, which were treated with cystodiathermy, and a course of intravesical chemotherapy as described by Wallace and Riddle using a 100 mIl% solution of Epodyl (triethylene glycol diglyceridyl ether) planned'.
The first treatment was given as an inpatient, the second as an outpatient. Twenty-two hours after the second instillation, the patient presented to the Casualty Department with severe abdominal pain and frank haematuria. Her past medical history included appendicectomy and cholecystectomy. Clinical examination revealed right-sided abdominal tenderness. Initial venous blood examination revealed a normal full blood count, urea, electrolytes and amylase. Abdominal X-ray examination was unremarkable. Cystoscopy on the day after admission revealed cystitis, and a cystogram revealed a contracted bladder (60 ml) with bilateral vesico-ureteric reflux, more marked on the right, with no evidence of extravasation. Clinical examination showed her condition to be worsening, and she shortly developed features of peritonitis and acute abdomen. On this basis she underwent laparotomy. This revealed a right-sided perinephric fluid collection with marked inflammation in the paracolic gutter. The right kidney was palpably enlarged. The collection was drained and the peritoneal cavity lavaged with chlorhexidine in saline. Both this fluid and urine proved to be sterile on culture.
The patient was treated with antibiotics for 5 days to prevent secondary infection and made an uneventful recovery without septic sequelae. A diagnosis, unsuspected preoperatively, of acute chemical inflammation of the right kidney and perinephric space secondary to reflux of Epodyl was made.
Discussion
Complications of instillations of intravesical chemotherapy include cystitis with dysuria, frequency, and haematuria, and pyrexia associated with urinary tract infection. Systemic effects include reports of allergic reactions, pancytopenia, and pulmonary fibrosis':".
With this case report we record a previously undocumented complication of intravesical chemotherapy. The combination of ureteric reflux and a contracted bladder caused reflux of the chemotherapeutic agent to the renal pelvis and a secondary chemical inflammation ensued. It has long been known that resection of the intravesical ureter causes reflux", and it is not uncommon for ureteric reflux to occur. Rees documented unilateral or bilateral reflux in 12 out of 17 patients who had previously had transurethral resection of bladder tumours'.
In patients who have had previous transurethral resection about the ureteric orifice, ureteric reimplantation, partial cystectomy, previous chemotherapy, and external radiotherapy, there may be a tendency for reflux to occur", In these patients we would advise that a cystogram be performed to elucidate bladder volume and presence or absence of vesico-ureteric reflux, and that the volumes of chemotherapeutic agent used should be altered accordingly.
